Majority of maternal deaths occur during labour and delivery, mostly as a result of delays; in recognizing danger signs, in deciding to seek care , in reaching the health facility, hence birth-preparedness which encourages preparation and decision making before labour reduces all levels of delay and promotes skilled care during labour and delivery. This study aims to determine the level of birth preparedness and the factors associated with it. This cross-sectional, multicentre descriptive study was conducted in Benin Central Hospital and University of Benin Teaching Hospital Benin City, Edo State, Nigeria. Data were collected with the aid of an interviewer -administered structured Questionnaires. 38% of the respondents revealed some level of awareness of birth preparedness however, there was a statistically significant difference in the source of information, level of education and the expression of danger signs (all p value <0.005) among these group of women. Most (40.4%) embraced birth preparedness because it allows for ease of delivery, child spacing (28.1%) and to avoid complications (23.7%). majority of respondents in UBTH plan to achieve these goals by savings (92.1%), which is statistically different from those respondents from CHB (z =3.59; p = 0.000).
INTRODUCTION
One of the important measures of the quality of obstetric care is the maternal mortality ratio (MMR), which is defined as maternal deaths per 100,000 live births over a given period and it varies from approximately 10 in developed countries to approximately 1,000 in least developed ( Hill et al., 2001; Buekens, 2001) .
Maternal mortality remains a major public health challenge in the developing countries, and the little progress made towards the achievement of millennium development goals especially the goal of achieving threequarter reduction in maternal mortality ratio by 2015 can essentially be attributed to the little achievements of low and middle income countries in this regard (Hill et al., 2007; Shah, 2007) .
A major strategy that can reduce the maternal mortality ratio is making a birth plan or birth preparedness. This is defined as a set of knowledge, behaviours and actions undertaken by women, families, communities, health care providers and facilities to enhance the survival of women and newborns during pregnancy, childbirth and the postpartum period. It is the advance planning and preparation for delivery in order to improve maternal health outcomes, however, the application of this concept is varied and there is no single agreed upon definition (Fishel, 2001; Roxana and Barco; .
In higher-resource countries the focus is mainly on the woman's psychological and physical comfort (birth plan) while those in lower-resource countries emphasizes on measures to ensure a birth with appropriate attendant and preparation for emergencies (birth preparedness and complication readiness) (WHO, 2006) . Birth preparedness involves not only the pregnant woman but also her family, community and available health staff. The support and involvement of these persons can be critical in ensuring that a woman can adequately prepare for delivery and carry out a birth plan (Fishel, 2001) .
The elements of birth preparedness includes: knowing danger signs, planning for birth attendants and birth location, arranging transportation, identifying a blood donor and saving money in case of an obstetrics complication and attending antenatal clinic. Pregnant women should have a written plan for birth and for dealing with unexpected adverse events that may occur in pregnancy, delivery or immediate postpartum period. This plan can be written in the birth preparedness card and reviewed with a skilled attendant at each antenatal assessment (WHO, 2006; Moran et al., 2006) .
The birth preparedness card is a sample card designed to help mothers and families prepare for birth. It contains information on the expected date of delivery, place of delivery, birth attendant, transport arrangement, saving for birth cost, list of possible complications, antenatal visit, postnatal visit, etc. Programs in Egypt, Bangladesh and other countries have developed birth preparedness card and some others have developed guides to using the card and record keeping (http:///www.drguide, 2004).
Activities to improve birth preparedness and complication readiness at household and community levels have been a standard component of programs in some countries to improve maternal survival. These programs involve community mobilization, community education, transport and financing schemes between women who need skilled care and health workers who can provide it. Some communities and social mobilization groups have promoted birth preparedness cards as one method of increasing timely use of skilled care and women groups assisted in the distribution of the birth preparedness cards to households (Moran et al., 2006) .There exist also the concept of birth preparedness plus for HIV positive mothers, which have added elements to the already existing standard elements of birth preparedness(http://www.changeproject. org, 2008) Birth preparedness and complication readiness have been recognized by WHO and other agencies, to be a useful and practical intervention with several advantage such as: motivating women to plan to have skilled provider at delivery; encouraging family members to identify their roles in ensuring successful deliveries; encouraging communities to participate in the care of pregnant women; and also call on the health providers and facilities to prepare to attend birth and treat complications by way of improving on staffing, retraining of staffs, providing enabling environment and policies ( Roxana and Barco, 2004) .
In Nigeria birth preparedness was only launched in 2005 by the Federal Ministry of Health (Shiffman and Okonofua, 2007) . This study aim to assess the practice, attitude and factors associated with birth preparedness and complication readiness in the Niger Delta.
MATERIALS AND METHODS
This cross-sectional, multicentre descriptive study was carried out in Benin Central Hospital and University of Benin Teaching Hospital (UBTH) both in Benin City Edo Statebetween 1st October 2008 and 30th September 2009. Informed oral consent was sought and obtained from 300 participants before inclusion in the study. After due explanation of the study and necessary clarifications of issues raised, the field assistants distributed the questionnaires to the women surveyed. The women were assured of confidentiality and that their names will not be published in the report.
The sampling method we used was systematic random sampling with every third client being interviewed. We got the appointment list for each day of the week and calculated the sample fraction. Data were collected using a pre-tested semi -structured interviewer administered questionnaire which adapted to the local situations. The number of study participants was determined using probability proportionate-to-population size allocation methods. The information obtained were coded and transferred onto a profoma already designed for the study.
Variables relating to the socio-demographic characteristics of the respondents, birth preparedness, pregnancy planning, knowledge of danger signs in pregnancy and labour, plans for savings , transportation ,blood donor, and place of delivery were obtained. Statistical analysis was performed with Statistical Package for Social Sciences (SPSS version 10) where nominal data were compared using the chi square test (x 2 ) and the difference between means determined by the students t-test with the level of significance set at α = 0.05. Approval for this work was given by the Ethical Committee of the Department of community health, University of Benin teaching Hospital.
RESULTS
A total of 300 women were enrolled for this study, 150 respondents from each facility. Table 1 reveals the sociodemographic information from respondents in both the Central Hospital Benin (CHB) and the University of Benin teaching Hospital (UBTH) where there was no statistically significant difference in the age distribution (t = 1.90; p = 0.58; α = 0.05), the religion (x 2 = 4.624; df = 2; p = 0.099), tribe (x 2 =10.378; df = 7; p = 0.168) and marital status (x 2 = 1.003; df = 2; p = 0.606) of the respondents. Majorities were between 26 years to 30 years (48.3%), Christian (96.7%), of the Bini tribe (47.3%) and married (98.4%). There was however a statistically significant difference in the level of education of respondents between both facilities (x 2 = 90.521; df = 3; p = 0.0.000), where majority of those attending ANC at the CHB had secondary level education (60.7%) while majority of the women attending ANC at UBTH had tertiary level of education (68.7%).
Although there was generally poor awareness about birth preparedness in both facilities (62%), there was no statistically significant difference in awareness of birth preparedness (x 2 = 1.712; df = 1; p = 0.191) (Table 2 ). However, there was a statistically significant difference in the source of information (x 2 = 27.143; df = 3; p = 0.000), and the expression of danger signs (x 2 = 21.367; df = 2; p = 0.000) among the 38% of the total respondents who demonstrated awareness about birth preparedness (Table 2) .
When requested to give their expression of danger signs in pregnancy, there was a statistically significant difference (x 2 = 21.367; df = 2; p = 0.000) in the response obtained from the women in both facilities. Majority (74.6%) of the respondents who demonstrated awareness in UBTH were able to mention specific danger signs while majority of the respondents who demonstrated awareness in CHB simply expressed danger signs as "wrong things happening during pregnancy. There was no statistically significant difference (x 2 = 3.042; df = 3; p = 0.385) in the reasons given by the respondents for birth preparation. (Table3). However the specific plan for pregnancy elicited various responses (Table 4) . Majority (92.1%) of the respondents who demonstrated awareness in UBTH save money showing a statistically significant difference from the respondents who demonstrated awareness in CHB (z =3.59; p = 0.000). 
DISCUSSION
The level of education of the respondents was positively associated with the knowledge of birth preparedness and danger signs in both hospitals. This may be explained by the fact that there is the possibility that education exposes to lots of information. This is similar to findings from a similar study in this country (John et al., 2011) . Only 38% of the respondents revealed some level of awareness of birth preparedness. This is lower than 70.6 % reported from a similar study from another region in this country (John et al., 2011) .
The awareness of birth preparedness was better in UBTH than central because UBTH respondents were more educated and 39.3% of them correctly explained the meaning of the term as against 27.3% central hospital. Their commonest source of information was from health personnel / hospital (14.7% central; 31. 3% UBTH).
Only 42% of the respondents are aware of the term "danger signs" which was higher among respondents from UBTH (58%) than central hospital (26%), out of which only 14% gave specific examples of danger signs and 3.3% could not offer explanation. The findings in this study were lower than the observation among Kenya women where 67% of the pregnant women knew one danger sign and 6.9% knew more than three danger signs (Mutiso et al., 2008) Although communities' beliefs and norms generally support putting aside money for delivery, in practice families find it difficult to save funds due to poverty (WHO, 2006) . Many people in developing countries live on less than a United State dollar per day, which is hardly sufficient for them to feed and clothe themselves, let alone put aside money for the possibility of obstetric emergencies (Roxana and Barco, 2004) . As a result when complications arise, considerable life threatening delays occur as families try to mobilize funds and reach a facility where it is available. It therefore means that the economic strength of people will affect the level of preparedness. However, the attitude to savings was good in both hospitals (95.3% central hospital, 98.7% UBTH). The practice of saving was slightly higher among UBTH respondents. The findings in both hospitals were higher than what were observed in Kenya and Burkina Faso (Moran et al., 2006; Mutiso et al., 2008) .
CONCLUSION
Our study revealed that the knowledge of birth preparedness and danger signs was poor. Education had a strong influenced on this knowledge; hence Health workers should be knowledgeable about the concept of birth preparedness. Education of pregnant Women and their families about the concept of birth preparedness should be made compulsory in our health facilities in view of the poor level of awareness as demonstrated in this study.
